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Minnesota’s Medicaid programs  

 Medical Assistance – Minnesota's Medicaid program – 
approximately 609,000 enrollees 

 

 MinnesotaCare – subsidized state program – 
approximately 131,000 

 

 MA is the supplement to Medicare for approximately 
106,600 Minnesotans who are dually eligible 
 Seniors 65+ 

 People with Disabilities (Special Needs Basic Care) 

 

 



Minnesota Managed Care Overview 

 Large majority of Medical Assistance and all of Minnesota Care are 
enrolled in a managed care plan 

 Mature market place, managed care for Minnesota Health Care 
Programs since 1983 

 Unique Features:  
 State contracts with 8 local non profit plans, includes 4 sponsored by counties  

 3 separate but coordinated contracts tailored by population 

 Withholds tied to quality outcomes  

 Role of MCO in IHP: 
 MCO contracts with DHS require participation in IHP and payment reform initiatives  

 For IHP demo, State does TCOC calculations and contracting with providers; MCOs 
receive data on enrollees and their allocated portion of savings or loss payment. 

 MCOs can have alternative payment arrangements with providers 

 



Minnesota’s Approach to Medicaid ACO development 

 Building on a long history of health reform 
 Define the “what” we seek, rather than the “how” 
 Allow for local flexibility and innovation under a common 

framework of accountability 
 In 2010, legislature gave authority to implement what 

ultimately became the IHP model.  

“The Minnesota Department of Human Services shall develop and 
authorize a demonstration project to test alternative and innovative 
health care delivery systems, including accountable care organizations 
that provide services to a specified patient population for an agreed-upon 
total cost of care or risk/gain sharing payment arrangement.” 

 

(Minnesota Statutes, 256B.0755) 

 
 



Model Options and Framework 

 

• Providers contract with DHS under one of two 

models: Virtual IHP or Integrated IHP. 

• The models include the same framework but have 

different financial arrangements. 

• The goal was to ensure broadest possible 

participation and available options. 

• The agreements are 1-year contracts that renew 

annually for the 3-year demo period. 

 

 



Payment Arrangement 

 Virtual Model:  
 Primary care organizations not affiliated with a hospital or 

integrated system (or any IHP serving 1,000-2,000 attributed enrollees) 

 “Up-side” only; savings achieved beyond minimum threshold are shared 
50/50 with the IHP 

 Two IHPs (including the FQHC Urban Health Network) currently in this 
model 

 Integrated Model: 
 Delivery systems providing a broad spectrum of care as a common entity 

 Moves toward symmetrical “downside” risk 

 Respondents propose variable risk corridors and distributions (doesn’t have 
to be 50/50)  

 

 



MN’s Integrated Health Partnerships 

 
IHP Geographic area Size  

(# Attributed) 

CentraCare Central MN, north of Minneapolis/St. Paul 11,037 

Children’s Hospital Minneapolis/St. Paul 16,066 

Essentia Health Duluth/NE MN 30,485 

FQHC Urban Health 
Network (10 FQs) 

Minneapolis/St. Paul 
 

23,757 

Hennepin Healthcare 
System/HCMC 

Minneapolis/St. Paul 24,558 

Mayo Clinic Rochester/SE MN 5,985 

North Memorial Minneapolis/St. Paul 3,824 

Northwest Health Alliance 
(Allina/HealthPartners) 

Minneapolis/St. Paul 12,194 

Southern Prairie Community 
Care 

Marshall/SW MN 17,947 



Minnesota’s Medicaid ACO Demo 
Implementation Status 

 6 provider systems started in January 2013, 3 additional 
provider systems began in 2014 

 145,000 Medicaid enrollees attributed across the 9 IHPs 

 Currently in contract negotiations with “Round 3” IHP 
Responders to begin in January 2015 

 Interim TCOC projected savings of $10.5 million 
across first 6 IHPs for year 1.  All achieved savings 
(range -.4% to -5.7% below target).  Half exceeded 2% 
threshold to receive shared savings payments. Final 
savings for 2013 and interim savings for 2014 
calculated in Spring 2015. 

 



Patients Included in TCOC (Attribution) 

 Attribution is based on where the patient had the most visits using 

health care claims data; goal is for attribution to reflect established 

patient/provider relationship. 

o Prioritizes health care homes (HCH) and primary care provider (PCP) 

relationships. 

o Both fee-for-service (FFS) and managed care (MCO) recipients attributed 

using 1 year of provider encounters  

o Patients still maintain freedom of choice, no “opt out” required. 

o IHP receives monthly attribution roster of people for whom they are accountable. 

 

 All Medicaid populations are included except for  

o people dually eligible for Medicare and Medical Assistance 

o Hennepin Health (other MN safety net ACO demonstration) enrollees 



Accountability for Total Cost of Care (TCOC) 

 Defined core set of services included in TCOC 
calculation  (some exclusions – LTC, DME, dental, 
HCBS) 

 IHP may elect to include additional services 

 Existing provider payment persists during the demo, 
with gain-/loss-sharing payments made annually 
based on risk-adjusted TCOC performance 
 Contingent on quality performance 



Shared Savings Contingent on Quality 

 Core measure set includes 7 clinical measures and 2 patient 
experience measures, totaling 32 individual measure components 
– across both clinic and hospital settings 

 Based on existing state reporting requirements – Minnesota’s 
Statewide Quality Measurement and Reporting System 
 IHPs have flexibility to propose alternative measures and methods 

 Impact on potential shared savings increases over time 
 25% for reporting only in year 1 to 50% based on performance in year 3 

 Each individual measure is scored based on either achievement or 
year-to-year improvement 
 Achievement – Sliding scale between 30th percentile minimum attainment 

threshold (0 points) and 80th percentile upper threshold (2 points) 
 Improvement – Sliding scale based on relative improvement between 5% (1 

point) and 10% (2 points) 

 
 



Reporting and Data Feedback 

 IHPs are provided with:  
 Quarterly Total Cost of Care exhibits 

 Population risk change , comparison to interim targets, aggregated costs (inside 
vs. outside the IHP and included vs excluded from TCOC) by category of service 

 Monthly Attributed Recipient-Level Reports  and Utilization files 

 Line level detail (1 yr. of history) for attributed recipients  of Facility, Professional, 
and Pharmacy encounters, Excludes service level paid amounts and CD 
treatment data  

 Comprehensive Care Management - ACG© Clinical Profile includes risk 
stratification and probability of hospitalization, chronic condition and 
coordination of care indices 

 Analytic capabilities of IHPs vary 

 Data Aggregation: Use to improve 
 Data quality and integrity an ongoing work in progress 



A few lessons learned so far 

 Work on the foundational elements needed for 
providers to take on risk: 
 Better data to manage total costs 
 Learning collaboratives and practice facilitation 
 Free up provider resources to reform care delivery 

 Iterative change and testing 
 Medicaid populations less stable than Medicare 
 Risk adjustment and social complexity 
 Quality measures, while on a relative scale robust in 

Minnesota, still need additional work on functional 
status and for Medicaid populations 

 Integration across silos requires infrastructure 
investment, trust, and experience 
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